The aim of this study was to examine the joint role of demographic, clinical, and psychological variables as predictors of acute postsurgical pain in women undergoing hysterectomy due to benign disorders. A consecutive sample of 203 women was assessed 24 hours before (T1) and 48 hours after (T2) surgery. Baseline pain and predictors were assessed at T1 and postsurgical pain and analgesic consumption at T2. Several factors distinguished women who had no or mild pain after surgery from those who had moderate to severe pain, with the latter being younger, having more presurgical pain, and showing a less favorable psychological profile. Younger age (odds ratio [OR] = 0.90, P < .001), presurgical pain (OR = 2.50, P <.05), pain due to other causes (OR = 4.39, P = .001), and pain catastrophizing (OR = 3.37, P = .001) emerged as the main predictors of pain severity at T2 in multivariate logistic regression. This was confirmed in hierarchical linear regression (b = À0.187, P < .05; b = 0.146, P < .05; b = 0.136, P < .05; b = 0.245, P < .01, respectively). Presurgical anxiety also predicted pain intensity at T2. Findings revealed an integrative heuristic model that accounts for the joint influence of demographic, clinical, and psychological factors on postsurgical pain intensity and severity. In further mediation analysis, pain catastrophizing emerged as a full mediator between presurgical anxiety and postsurgical pain intensity. The potential clinical implications for understanding, evaluating, and intervening in postsurgical pain are discussed.
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Introduction
Hysterectomy is one of the most common surgeries in women. In Portugal, approximately 11,000 hysterectomies are performed annually; in the United States, around 600,000 hysterectomies are performed yearly [50] . Acute pain is the most common, anticipated and expected problem after surgery [1,84], and it is a predicted physiological response to a noxious chemical, thermal, or mechanical stimulus associated with surgery, trauma, and acute illness [11] . Patients submitted to the same surgical procedures report different levels of pain and show different analgesic needs [59, 71] , because pain is not only a primitive sensory message of tissue trauma, but also a complex psychological experience [14, 61] .
Psychological states can either exacerbate or inhibit nociception and the experience of pain through descending modulatory pathways [72, 89] . The gate control theory [58] , as well as the neuromatrix theory [57] of pain, recognized that pain is a multidimensional subjective experience consisting of complex interactions between sensory-discriminative, motivational-affective and cognitive-evaluative dimensions.
A recent systematic review [42] suggested that preexisting presurgical pain, anxiety, age, and type of surgery were the 4 most significant predictive factors for postsurgical pain intensity. Pain catastrophizing and preexisting chronic pain were also indicated as significant predictors for postsurgical pain. More recently, the Australian and New Zealand College of Anesthetists [53] recognized that presurgical anxiety, catastrophizing, neuroticism, and depression were associated with higher postsurgical pain intensity.
Acute postsurgical pain creates needless suffering, puts patients at risk of increased postoperative morbidity and mortality, and increases hospital stay and costs of care [39, 78] . Overall, it may have
